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STANDARD CERTIFICATE OF DEATH State File No

Primary Registration District No._____ lo o Registrar's No. 4613

1. PLACE OF DEATH:
(4) County. Jaclkson

®) City or town.. 2ANSE&S Clty

2, USUAL RESIDENCE OF DECEASED N

‘Missourl Jackson O;Lj

(o) State (b} County.

15. Birthplace

{Civy. town, or county) (Stata or foreign country)
L

16. (2) Informant Record Clerk

(b} Ad

1 Hospital No. 2

17, (8) e B3N
(Burlll, mnﬂnn. or o

18. {a} Signature of fyneral di
o sl 00

19. (g f* "/

(¢) Flace: burial or crematio:

. (b} Date the:reof J

. onth) (D-y) (YWJ.

{Date ucdvad oeallegistrar}

(l’lamrlr s signatare)

@ N h itllinuuiide citl.yunr town limits, write "RURAL" and namse of township) hans as C i t'v F
¢ ame of hospital nstjtution: Cit: .
Gene raqi sﬂ ospil tal No. 2 {e) Cityor town {If cutyids ity or town limits, write “RURAL™) =
{If not in hospital or institation, write st um] or tio
{d) Length of stay: In hospital or iustituﬁnnrié "bg- ':le- =41 @ StreetNo 1735 Highlan s}
. (Specify whather {If rural, give location}
In this community. 18 years 2 /‘0
yoars, months or days) [ {¢) If forcign born, how long in U. S. A.? z years.
: MEDICAL CERTIFICATION
> e FATE BAUYTIE MOPPIN D 6
20. DATE OF DEATH: Month €C, day
3. (b) If veleran, ‘ 3. (c) 500181 Security vear 1541 honr 12 irmte 15 8 e um
name war L"‘ 4 9"?24‘1
j— 21. I hereby certify that I attended the d d from
} 5. Color or 6. (o) Single, widowed, married, || Decenber 5 #1 . December 6 41
4, Scxl‘{g'le race_lf.leﬁo.. dworced FEommeiad- that I last saw h im alive on Decerb er 6 19:%1;
6. (b)) Name o i eeeeeeeeeee | B4 (£) Age of husband or wife if {{ and that death occurred on the date and hour stated abave, D i
A Al alive ________years Immediate cause of death Pulmonary E.d ema' i [ uration
7. Birth date of deceasffl... 28 DbemMber 20 1894 and Congestion.~la o
(Month) o) (o) || - Bight Lobar Pneumonia [
8, AGE: Years Months Days If less than one day Due to. . i
= 4 7 2 1 6 hr. min fi-
R Due to.
9. Birthplac....... XA S THEN... J— K D .-("D
(Chyﬁnwn, or county) (State or foreign oduntry) U
Other conditions
16. Usual occupation n emp loye d " t(li:lu,de pl:unnncr within 3 months of death) \
:.. Industry or business . . PHYSICIAN
8 { 12. Name_DECea ged - e e
q Underline
g 13. Birthplace _ ___ ) o ’ thﬁ$gu:g
Toreign w ea
E 14. Maiden name. ﬁ‘és éna) y, (Statacr contey) Of autopsy. Same as above S honld be
|charged sta-
s { Wn/ tistically.
=

12, If death was due to external causes, fill in the following:
(o) Accident, suicide, or homicide (apecify)

(6} Date of occurrence

() Where did injury occcur?.
(City or town) "En] uely) tate)
(#) Didinjury occurin or about home, on farm. in indus place, in Duhlic place?

(Specify tm of place)
While at work? .. of injury.
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. STATEMENT BY LICENSED EMBALMER .

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, 6r bY oo

e » Registered Apprentice No..,

working under my personal supervision, ' . -
: S : : Signed-...w:.g&w .

) : . ) ’ o S " - Licensed Embalmer No 3 é/‘a é

e ] P. 0. Address
. . L * to . .
Note:' The above MUST BE SIGNED BY THE LICENSED FMBALM]::R'i_;:i l:ug' OWN HANDWRITING .- (Failure to comply
the _t!bqygw’const,iti;tcs' grounds for revocation of license.) . - . ke
} ] : . . . L8

If this body is not embalmed, fact should be so stated'abovz_a'._’ B




